PATIENT CONSENT FOR THE RELEASE OF CONFIDENTIAL INFORMATION

I, _______________________________________________, authorize 
                                       (NAME OF PATIENT)

(NAME OR GENERAL DESIGNATION OF PROGRAM MAKING DISCLOSURE)

to disclose to: __________________________________________________________________
  (NAME OF PERSON OR ORGANIZATION TO WHICH DISCLOSURE IS TO BE MADE) 

the following information collected through Web Infrastructure for Treatment Services (WITS): 
[bookmark: Check1]|_| Client Information (Profile including name, date of birth, gender, race, ethnicity)
|_| Intake Information (County of residence, medication history, pregnancy status if applicable)
|_| GPRA Interview (GPRA stands for Government Performance Results Act)
|_| This consent document
|_| Other: ____________________________________________________________________
|_| Other: ____________________________________________________________________
|_| Other: ____________________________________________________________________

The purpose of the disclosure authorized herein is to: 
|_| Enable my current provider to complete my 6-month follow-up interview 
|_| Other: ____________________________________________________________________
|_| Other: ____________________________________________________________________

I understand that my records are protected under the Federal regulations governing Confidentiality of Alcohol and Drug Abuse Patient Records, 42 CFR Part 2, and cannot be disclosed without my written consent unless otherwise provided for in the regulations. I also understand that I may revoke this consent at any time except to the extent that action has been taken in reliance on it, and that in any event this consent expires automatically as follows: 

___ /___ / _____ or upon program discharge. 
(THE DATE, EVENT, OR CONDITION UPON WHICH THIS CONSENT EXPIRES) 

___ /___ / _____      __________________________	     ___________________________
           (Date) 		                  (Participant Name) 		     		          (Signature of Participant) 

___ /___ / _____      __________________________	     ___________________________
           (Date) 		                      (Print Name)                                                            (Signature of Parent, Guardian or Authorized 
Rep. when required)

___ /___ / _____      __________________________	     ___________________________
            (Date) 		                     (Witness Name)                                                            	              (Signature of Witness)
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